MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFAR -
Rodateation Dist i Bistics No. 8.0 7, ?Z STATE FILE NUMBER
DO NOT WRITE NDED _ﬂégéﬂ:gﬁtmn‘—_}'nmuq Regiatration District No, _e” = T f  Registrar’s Na. ——— .

ON THIS STUB

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera doceasad lived. If institution: Residence before

a. COUNTY - Macon - - o, STATE Missduri b, COUNTY Mﬁcon admizaien)
b. Cé‘g {If outride corparate limits, give TOQOWNSHIP anly) Length of stay in 1b c. CITY Inside Limits

OR
TOWN Macon TOWN MQon YxD Ne O

c. FULL NAME OF (If NOT in haspital, give location Inside Limits d. STREET uttide, give loceti i
FILL NAME O { 2] gi )] i Pt {if a give locatian) Reside on Farm

INSTTUTION  Samaritan Hospital Yy N0 217 Bourke Yee O e D

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
F

Type or print) ©
JULIA E. GIESELMAN DEATH June 18
5. SEX 6. COLOR OR RACE 7. Married [J Never Married [} |8. DATE OF BIRTH | 9 AGE (lsa1 binthday) |IF UNDER 1 YEAR [ If UNDER 24 HR
Female White wewed I OveedD |9 1518871 76 il Il el U

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| II. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY

during most HMHWEn if ratired) At Home Macon. Missouri U. S .A )

134, FATHER'S NAME 12b. MOTHER’S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Frank Schweikhaus Emma Scheikhaus

15. WAS DECEASED EVER IN U5, ARMED FORCES? 14, SOCIAL SECURITY NQ. |17. INFORMANY Addresa

(YeNso, of vnknown} I(If yes, give war or dates of serv Mrs A J P no
[] stls eri m

1. CAUSE OF DEATH {Enter only ona cause per ling INTERVAL BETWEEN
PART (. DEATH WAS CAUSED BY: QONSET AND DEATH

IMMEDIATE CAUSE (e} QM C/\/\'\-UYV\’ - ﬂ‘;} C)_W ? VL'\/VLD

Conditions, if any, DUE TO (b)
which gave rise to
sbove cause (a).
steting the under-
lying cause lam, DUE TO [5)

PART 1. OTHER SIGNIFICANT CONDI‘IIONS CONTRIBUTING TO DEATH but no! releted to the terminal PART 1. 1 dacsasnd was lemile war
direase condition given in PART ! (a) thare & pregnancy [n {asr 90 days,

] OYe ] 0 No I {1 Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 206. DESCRIBE HOW INJURY OCCURRED, (Enier nature of injury in PART | or PART 11 of item 1B.)
PERFORMED? ] (m} .0
YES [] NC[J 4

20c. TIME OF Hour Month, Day, Yesr
INJURY a.m.
p.m.

20d. INJURY QCCURRED 20e. PLACE OF INJURY (a.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK ] farm, factory, sireer, offica bidg., etc.)

NOT WHILE AT WORK [] . N
21, | attended the deceased from EEERS ;/nl batl =4 > and last saw ::;-"live on (" ﬁ L-;,)-- & 3

Death eccurred  at Jre m on the date stated sbove, and to the best of my knowledge, from the causes wated.

22a. SIGNATUY| rae ar title) 22b. ADDRESS 22:7//6ﬁNED
' 7\/\, Y D | Dnpeovt, VU,

23a. BURIAL, CREMATION, 2‘3b. DATE 231:. NAME OF CERETERY OR CREMATORY 23d. LOCATION {City, tawn, or county) {S1ate|
RE VAL, (S ify)

BT 6-21-1963 Woodlaun Macon ou

24. FLUNERAL DIRECTOR ADODRESS /E RECR. BY LO G. . _REGISTRAR'S SIGNATLRE

Bram Funeral Home Macon, Mo.

(Li ‘s S‘ on Reverwe Side)

Vs 300-
Rev. 4/59

661/
266 1/

DATE AMENDED
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AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificale was embalmed by me,

or by : Student Embalmer No.
working under my, personal supervision.

Student

Signatura of Student Embalmer

e
Licensed Embalmer No % L k 2~

P. O. Address u\f\f\ohrr_.ek ?me .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds far revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above. ”
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